Research studies conducted in the healthcare sector usually examine patients' and workers' wellbeing as separate entities; however, recent studies have revealed significant correlations between, for example, patient satisfaction, workers stress and burnout. The present study examines the relationships between patient perceived quality of care (in terms of satisfaction with regard to accessibility, organizational efficiency and humaneness of care), and workers' perceived quality of organizational life (in term of organizational support and availability of resource and reward), quality of relationship in the work-unit (superior and coworkers), quality of relationship with patients (disproportionate client expectations and customer verbal aggression) and individual health (emotional exhaustion and depersonalization, job satisfaction). 147 workers and 132 patients from seven hospital wards in northern Italy constitute the data base for the study. Analyses showed that accessibility and humaneness of care were negatively associated with disproportionate patient expectations, patient verbal aggression, emotional exhaustion and positively associated with availability of material recourses. Moreover, accessibility was also positively associated with the organizational support while organizational efficiency with support from colleagues. Globally, the results of the present study confirm that staff wellbeing is an essential aspect in relation to the patient perception of the quality of care and supporting the assumption that healthy organizations improve the wellbeing of their workers, their organizational performance and the quality of their service at the same time.
INTRODUCTION
Alongside other clinical, economic and health aspects, patient satisfaction is increasingly considered to be an essential dimension when assessing quality of care [1] . Indeed, the current perspective centered on the patient no longer sees the latter as a passive recipient of necessary procedures, but rather as an actor taking an active role in the process of care and prevention [2] .
As regards the definition, patient satisfaction is a weak concept and finds little agreement among researchers, which is due, above all, to the fact that the development of measuring instruments has rarely been preceded by a reflection on the conceptual and theoretical aspects of patient satisfaction itself [3] . The most important theories on patient satisfaction were elaborated in the 1980s and the most recent conceptual contributions to the debate referring widely to these theories [4] . One aspect common to the majority of these theories is the multidimensionality of construct: "a health care recipient's reaction to salient aspects of the context, process, and result of their service experience" [5] . For example, Ware et al. [6] , on the basis of an analysis of questionnaire content as reported in the literature, identify eight principal components which define patient satisfaction: interpersonal approaches (how operators interact with patients); technical quality of care (operator skills and adherence to high standards of diagnosis and care); accessibility (factors involved in arranging to receive medical care); finance (economic factors in the medical service); effectiveness (which concerns the results of the service provided); continuity of care (consistency of operator or place of care); physical environment (characteristics of the setting in which the care is provided); availability (of resources for medical care).
There are also theories which include patient expectations as a key concept in satisfaction and define this construct as the degree of congruence between expectations and their fulfillment. Similarly, Fox and Storm [7] postulated that patients have their own personal orientation concerning care, and that if care is congruent with this orientation, the outcome is one's satisfaction, and if not, the patient is unsatisfied.
Other theories have emphasized the role of the interpersonal process of care. For example, Donebedian [8] asserted that patient satisfaction (or dissatisfaction) is the result of the evaluation, by the patient, of the care in all its facets, but above all in relation to interpersonal components. This appears to be in agreement with Bowers, Swan, and Koehler [9] , who suggest that the assessment project which underlies patient satisfaction is connected to communication, responsiveness and reliability rather than to technical aspects, which are less likely to be evaluated by recipients of care. Hall and Dornan [10] , in their meta-analytic review, highlighted how most definitions of patient satisfaction concerned overall quality, humaneness of care, competence and effectiveness, while costs, bureaucracy and psychological problems have received less attention from researchers.
In the literature, much attention has been dedicated to identifying which factors correlate with patient satisfaction, but no consensus has been reached in this regard. Part of the complexity of patient satisfaction as a phenomenon lies in the fact that it is influenced by numerous aspects including cultural, demographic, cognitive and affective ones. The earliest studies from the 1980s focused the attention on the variables socio-demographic factors (so called "background variables") [11] [12] [13] [14] , but the contradictory results convinced many researchers to conclude that socio-demographic characteristics are the least significant predictors of patient satisfaction [10] .
Patient Satisfaction and the Occupational Health of Workers
Over the last decade, Occupational Health Psychology [15] has become increasingly interested in the study of patient satisfaction, conceiving of it, above all, as related to the wellbeing of workers. In this regard, it is necessary to bear in mind the theoretical framework of the so-called "Healthy Organizations" [16] , which "develop systematic, planned, and proactive efforts in improving the employee and the financial health" and, through good practices, aim to promote at the same time: 1) a healthy working environment; [17] ; 2) healthy workers and 3) organizational outcomes which express health (patient satisfaction).
Most of the studies which have examined the health of workers in relation to patient satisfaction have mainly focused on burnout, highlighting a close and negative correlation between patient satisfaction and dimensions of emotional exhaustion, while depersonalization and professional fulfillment show less compelling connections [18] [19] [20] [21] .
There is, in addition, a very small number of studies which have examined other variables both of an individual and an organizational type in relation to user satisfaction. For example, Leiter et al. [18] have found a significant association with the meaningfulness of work and Weng and colleagues [22] with staff emotional intelligence. Intention to leave the job has shown strong associations with patient dissatisfaction in two research studies [18, 20] .
One interesting aspect which has received little attention in the literature is the association between quality of the service perceived by patients and quality of the working environment perceived by operators. In Vahey et al. [20] study, for example, when workers perceived positive staff climate, support from supervisors and positive relations with patients, patient satisfaction increased as well. Moreover, Teng and colleagues [23] reported that time pressures on nurses may influence the perception of patients with regard to the quality of service in terms of reliability, responsiveness and safety.
AIM OF THE STUDY
The present study aims at investigating the relationships between patient perceived quality of care (in terms of satisfaction with regard to accessibility, organizational efficiency and humaneness of care), and workers' perceived quality of organizational life (in term of organizational support and availability of resource and reward), quality of relationship in the work-unit (superior and coworkers) quality of relationship with patients (disproportionate client expectations and customer verbal aggression), and individual health (emotional exhaustion and depersonalization, job satisfaction).
METHOD
The project was carried out under an agreement signed in 2010 between the Department of Psychology of the University of Turin and one of the largest hospitals in the city. The purpose was to develop practices devised to enhance the quality of life of patients and operators. The research, provided for the administration, at two distinct moments, of questionnaires both for operators and patients. The project, made available to all the twenty-five departments of the hospital, included finally only those units-seven-where more than the 50% of workers and patients completed the two questionnaire: renal unit, general medicine, cardiology, orthopaedics, elderly services, nephrology, emergency medicine.
Staff Survey
147 operators completed a questionnaire independently during working hours. The group comprises 91 professional nurses 32 doctors and 24 nurses aides distributed in differing proportions by department (renal unit: 19.7%, medicine: 15%, cardiology: 11.6%, orthopaedics: 10.9%, elderly services: 8.8%; nephrology 11.6%, emergency medicine: 22.4%).
Most of the workers were women (F = 119; 81%; M = 17; 18.4%) and mean age was 40.7 years (sd = 9.4, min. = 22 years, max. = 59 years). Most regularly worked night shifts (90; 61.2%), had a permanent contract (n = 124; 84.4%) and a full-time contract (n = 134; 91.2%). The average working week was of 36.88 hours (sd = 6.9) and, lastly, the mean time period spent in the department was 9.8 years (sd = 7.3), while the number of years in the healthcare sector was 15.7 (sd = 9.8).
Staff Measures
Doctors and nurses completed a questionnaire including items on socio-demographic characteristics and scales measuring the quality of organizational life (organizational support and availability of resource and reward), quality of the relationship in the unit (superior and coworkers) and quality of relationship with patients (disproportionate client expectations and customer verbal aggression, emotional exhaustion and depersonalization).
Quality of organizational life was investigated by means of four sub-scales. Organizational support: scale included in a recent revision of Job Content Questionnaire (JCQ [24, 25] ) containing four items evaluating the degree to which organization policies consider the well-being, values and intentions of the workers (e.g. item "My organization really cares about my well-being"). Availability of resources: this subscale has been constructed specifically for the present study and consists of three items studying the presence of instrumental, technological and human resources to accomplish the job (e.g. item "I have the facilities, the methods and the instruments I need on a daily basis at work").
For quality of relationship in the work-unit were employed two scales of JCQ [24] that investigate respectively vertical (six items, e.g., item "My supervisor is helpful in getting the job done") and horizontal social support (from peers and colleagues; five items "People I work with are competent in doing their jobs").
In order to measure quality of the relationship with patients two subscales adapted from the questionnaire "Customer-Related Social Stressors" by Dormann and Zapf (CSS, [26] ) are here included. The first called "disproportionate client expectations" contains eight items examining behaviours of patients perceived by workers, such as requesting special attention, or having things done for them which they could do by themselves (e.g., item "Our patients' demands are often exorbitant"). The second "customer verbal aggression" contains four items and regards the behaviours of complaint or argumentativeness of the patients or their relatives (e.g., item "Patients get angry at us even over minnor matters").
Workers health was measured by means of job burnout and job satisfaction.
Job burnout: Two subscale from the Italian version of Maslach Burnout Inventory (MBI [27, 28] ) were employed: the first is the emotional exhaustion scale (nine items, e.g., item: "I feel emotionally drained from my work") examining the presence of feelings of tiredness and of being drained in the operator as a consequence of the work. The second scale is depersonalization which is intended to detect the presence of negative and cynical attitudes vis-à-vis the patients (five items; e.g. item "I feel I treat some patients as if they were impersonal objects").
Job satisfaction: was measured by means of a scales coming from the Copenhagen Psychosocial Questionnaire (COPSOQ, [29] ) that contains seven items aimed at capturing satisfaction with several aspect of the job such as reward, career prospects and skill discretion (e.g. items: "how satisfied are you with the way your abilities are used?").
Responses on all sub-scales were given on a four-point scale with a range between 1 ("strongly disagree") and 4 ("strongly agree") save for job burnout (ranging from 0 = "never" to 6 = "every day").
The reliability of all the subscales on occupational quality of life is satisfactory as all values of Cronbach's alpha are greater than 0.70 (see Table 1 ).
Patient Survey
Patients participated in the client survey by means of a structured interview. The research team entered the wards in the hours of inpatient stay, or of outpatient service, on days previously arranged with department managers. Participation was on a voluntary basis and did not include patients who were sedated, in significant pain or incapable of understanding, be it temporarily or permanently.
Of the 132 participants, 64 were men (48.5%) and 65 women (49.5%), as such the two gender categories were evenly distributed. The mean age of the participants was of 65.97 years with a range of 24 -101.
With regard to the departments, the patients were thus distributed: renal unit (28.8%), general medicine (10.6%), cardiology (13.6%), orthopaedics (14.4%), elderly ser- vices (10.6%), nephrology (11.4%), emergency medicine (10.6%).
In terms of state of health, most were chronic patients (80; 60.6%) and 34.1% had an acute condition. 38, the 28.8%, were outpatients, 93 the 70.5%, were inpatients. Lastly, most of the participants declared that they had received documentation explaining the treatment or the diagnosis (yes: 80; 60.6%; no: 52; 39.4%).
Patient Measures
The questionnaire addressed to the patients, represents an adaptation of the "Questionnaire on the assessment of perceived quality in integrated home care" [30] . Patient satisfaction is examined by means of a single scale composed of fifteen items with four possible responses (1 = very badly; 4 = very well). This instrument has a socio-demographic section and evaluates patient satisfaction indirectly by asking for evaluations of the quality of care received, understood as skills and concern for the patient displayed by doctors, nurses and other members of staff, or else effectiveness of the information received. The items in the questionnaire derive from three sub-dimensions which cast light on the different facets of the phenomenon:
Accessibility: five items which investigate the ease of access in cultural and physical terms as well as the ability of the staff to communicate with patients and family members (e.g., item "how do you evaluate the clarity and intelligibility of the language used by the medical staff?");
Organizational efficiency: this dimension examines the patient's perception of the functionality and organization of the service; four items ask the patient to express their perception regarding the punctuality of appointments, care needs, skills of the staff and presence over time of the same staff members (e.g., item: "how do you evaluate the punctuality of the appointments, the timeliness of check-ups and treatment?");
Humaneness of care: this regards the acceptance of the needs for humanization and of personalization of care; seven items examine patients' perceptions of encouragement and support from the operators, relations between workers, willingness displayed to meet the needs of the patient, politeness, and confidence inspired by the staff (e.g., item: "how do you evaluate the willingness of the nurses to meet patient needs?").
The reliability of all the subscales on the occupational quality of life is satisfactory since all values of Cronbach's alpha are greater than 0.70 (see Table 1 ).
Data Analyses
All the analyses were performed using PASW Statistics 20. The associations between patient satisfaction and workers' perception of their work quality life were made with Spearman's rank correlation coefficient using unit means (rank order correlation). Table 2 shows the associations between patient satisfaction and the perception of operators about their own health and working conditions. Dimensions which describe the quality of organizational life, both accessibility (ρ = 0.79; p = 0.03) and humaneness of care (ρ = 0.82; p = 0.02) displays a positive association with material resources. Moreover, accessibility show also a positive significant association with organizational support (ρ = 0.79; p = 0.03).
RESULTS
Turning our attention to those dimensions which describe quality of social relation within units no significant relationships were found between patient satisfaction and the support of superiors reported by the operators. Organizational efficiency (ρ = 0.79; p = 0.03) displays a positive association with support of colleagues.
Concerning dimensions describing quality of relationship with patients, "aggressive behaviours by patients" and "disproportionate patient expectations" display a negative association both with the dimension of accessibility (ρ aggressive behaviours = −0.86; p = 0.01; ρ disproportionate relationship was found between patient satisfaction and job satisfaction.
DISCUSSION
The aim of this research was to study the association between patients' satisfaction with care and quality of life at work perceived by care staff.
Globally, the results confirm that staff wellbeing is a central aspect in relation to the quality of service and would support the assumption that healthy organizations improve the wellbeing of their workers, their organizational performance and the quality of their product/ service, at one and the same time [16] ; this is all the more true in care settings where the quality of work can have additional effects on the wellbeing of the users and on their satisfaction [31] . This study reinforces the need for contrasting stress and fostering wellbeing of health care workers to promote quality in care and patient satisfaction at the same time [32] .
Furthermore, several considerations on the significant associations found should be provided. First of all, it is possible to observe that the strongest association concerns relational/affective aspects, and less from an organization technical point of view. Accessibility and humanness of care-concern affective aspects such as communication, politeness and attention to the needs of the patient-display significant associations with most of all dimensions that concern the relationship with patients (disproportionate expectations of the users, customer verbal aggression but also emotional exhaustion).
These results are in agreement with those obtained by previous studies on reciprocity between recipients and providers of care [33] . They suggest that patients, in assessing the quality of service, tend to take into consideration above all relational aspects, while "taking for granted" the appropriateness of technical ones [18] . For this reason, when providers of care are emotionally stressed and unable to meet patients' expectations, patient satisfaction tends to decrease.
Moreover, support coming from organization seems to have a role in influencing accessibility since that both organizational support and availability of resources were found positively associated with the dimension of accessibility. In particular, the "material resources" subscale, as explained above, examines the perception of the staff about the availability of human and technical resources necessary to provide fitting service and care. It is possible to hypothesize that in consequence of staff shortages, and also of limitations on the technology employed in the processes of care, due to the reduction in resources seen in public health in the last few years, hospital staff may only dedicate a limited time to their relations with the patients, who, in turn, report lower levels of satisfaction. These results are consistent with the findings of Teng et al. [23] which had shown a correlation between time pressures and patient satisfaction.
Lastly, for organizational efficiency, only the significant correspondence with social support was found. This finding suggests that a good relationship within the unit positively affects technical aspects such as the appropriateness of staff skills and the punctuality and timeliness of the appointments and of the check-ups. Also Vahey and colleagues [20] found a similar result. Future studies should investigate more thoroughly the relationship between patient satisfaction and social support.
The present study has several limitations. One of these concerns the small size of the sample in a single hospital, which limits the generalizability of the results and does not allow more extensive analyses (e.g., multilevel analysis) to be performed.
Although, as has been pointed out several times, the results produced are consistent with the hypothesis that wellbeing at work can influence patient satisfaction, the present study is a cross-sectional one and, as such, does not make it possible to demonstrate either the directionality or the causality of the relations observed between the wellbeing of the workers and patient satisfaction.
Future studies might wish to consider an experimental design of a longitudinal type to obviate this limitation.
